Pneumococcal meningitis represents the most severe community-acquired bacterial meningitis. The disease is frequently associated with various complications. We present a case of pneumococcal meningitis in an immunocompetent adult patient treated with hypothermia. The disease course was complicated with severe myelitis and consequent paraplegia which is an extremely rare complication of pneumococcal disease.
INTRODUCTION

D
espite recent advances in antibiotic therapy and critical care, bacterial meningitis continues to have high rates of morbidity and mortality. [1] [2] [3] Pneumococcal meningitis represents the most severe communityacquired bacterial meningitis. The disease is frequently accompanied by various neurological complications. [4] However, spinal cord involvement is an extremely rare complication. [5] Possible causes of acute spinal cord dysfunction in those patients are spinal abscess, epidural hemorrhage, ischemia due to vasculitis and finally, myelitis.
We present a case of pneumococcal meningitis in an immunocompetent adult patient treated with hypothermia. The disease course was complicated with acute severe myelitis and consequent paraplegia and loss of bladder control.
CASE REPORT
In February 2009, a previously healthy 63-year-old male was admitted to hospital for an abrupt onset of fever and progressive mental obtundation. At admission the Glasgow Coma Scale score (GCS) was 4. On examination, right-sided otitis media and purulent discharge were found. The patient's temperature was 36, In the week following hypothermia, the patient's condition improved. On day 5, the patient became alert and followed simple commands in spite of mild diffuse brain edema observed on follow-up brain CT scan. However, fl accid paraplegia with arefl exia, a sensory level at T8 and loss of bladder control were noted. Repeated lumbar puncture yielded only few drops of bloody-brown fl uid shown to be inappropriate for analysis. Magnetic Resonance Imaging (MRI) of the spine revealed scattered multiple hyperintensive lesions of the thoracic medulla in T2-weighted image (T2WI) consistent with myelitis [ Figures 1  and 2 ]. High-dose methylprednisolone (1 g/day IV for fi ve days) followed with total plasma exchange (TPE) (seven exchanges, administered every other day, volume 50 ml/kg each) were without any effect on the neurological defi cit.
The patient was transferred to a rehabilitation center two months after the disease onset. At discharge from the hospital his GCS was 15, Glasgow Outcome Scale score (GOS) 3 and Karnofsky performance score 60%. Four months rehabilitation treatment was unsuccessful and the patient remained paraplegic with urinary incontinence.
DISCUSSION
Acute spinal cord dysfunction is a very rare complication of community-acquired bacterial meningitis. Thirty-two cases have been reported in the last 40 years and the great majority was in children (25/32, 78.1%). [5] [6] [7] [8] Characteristic MRI findings were demonstrated in only three adult patients with myelitis so far. [5] Most patients had permanent neurological defi cit manifested by spasticity and weakness, walking diffi culties and diverse sensory losses.
A well defi ned truncal sensory level in our patient was recognized and therefore the possibility of cerebral lesions or peripheral infl ammatory polyneuropathy was discarded. MRI of the entire spine was made to rule out the presence of structural lesions or extradural cord compression. Among other possible causes of early spinal dysfunction were 
